A two-year-old male patient presented with penetrating oropharyngeal trauma. He had fallen while eating a corncob skewered by a chopstick. The chopstick had lodged in the roof of the patient's mouth and the corncob occluded the entrance ( Figure A) . A sagittal computed tomography (CT) image showed the chopstick penetrating the hard palate, transiting the nasopharynx, and lodging into the skull base ( Figure B) . The coronal CT image showed that the chopstick had penetrated slightly left to the midline of the hard palate passing through the inner edge of the medial plate of the pterygoid canal (through which the pterygoid artery, vein, and nerve transit) (Figure C), though there was no sign of injury to the pterygoid canal. In the operating room, 30 mg iv ketamine was titrated while spontaneous breathing was maintained. To allow for preoxygenation with a facemask, we dissected the corncob and cut the chopstick with a surgical rongeur. The patient was then intubated after intravenous induction of anesthesia ( Figure D) . The surgical and postoperative courses were otherwise uneventful.
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This case presented the anesthetic dilemma of mananging a full stomach and near complete obstruction of the oral airway. It is important to consider that the patient would likely have aspirated had he vomited, even though he was alert and had intact protective airway reflexes when he presented, as the nasal airway was too small to remove stomach contents. Also, as the penetrating oropharyngeal trauma may have caused major vascular injuries as a lateral soft palate or peritonsillar injury could have posed a potential risk to the internal carotid artery injury, 1 a CT scan was urgently conducted. Had a vascular injury been suspected, CT angiography could have further identified its extent. 2 Based on this patient's CT scan, if he had started to vomit before commencing surgery, we would have immediately removed the chopstick and corncob to protect the airway, despite the potential risk of hemorrhage.
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